Medical Tourism In Malaysia: International Movement of Healthcare Consumers and the Commodification of Healthcare Chee Heng Leng
Travelling overseas for healthcare is not a new phenomenon for the elites of developing countries. For this social group, the consumption of healthcare overseas is part of a general pattern of consumption of foreign goods and services, which either cannot be found, or are deemed of lower quality, in their home countries. Hospitals in the United States, such as the Mayo Clinic for example, are among the choice options of the developing world elite when they are in need of medical care; but neighbouring countries with superior (whether perceived or real) healthcare are also part of their range of options.
In recent times, the privilege of travelling to another country for healthcare has come within the reach of the middle classes. Destination countries are not necessarily only developed countries, but also developing countries that have positioned themselves to take advantage of this new market.
In addition, a fairly new phenomenon may be observed, which is that of people from developed countries travelling to developing countries to seek medical care. Many reasons have been suggested for this, including the long waiting lists in the healthcare services of some developed countries, and the high costs of care in these countries coupled with a lack of medical insurance, or under-insurance (Garcia-Altes 2005).
In many instances, these new international flows of patients have risen in response to the emergence of 'health tourism' or 'medical tourism' as a deliberate marketing strategy, not only of hospitals, but also of the governments of these countries. 1 In Southeast Asia, the countries that have developed this strategy are Singapore, Malaysia, and Thailand. In 1 In this paper, the term 'medical tourism' will be used to denote travelling to another country to seek medical treatment, including medical screening, from the health care services in that country; while 'health tourism' will be used to encompass a broader range of travel activities such as spa, massage, or just to avail oneself of another type of climate for the purposes of health. This follows a similar use of these terms in MOH (2002b: 104) .
Malaysia and Thailand, these developments took off in a particularly big way after the 1997
Asian Financial Crisis.
In this paper, I will examine the development of medical tourism in Malaysia, drawing some comparisons with Thailand and Singapore where relevant. This development will be framed in the context of globalisation of the healthcare industry, and an increasing trend in the commodification of healthcare. I will propose that the advent of medical tourism in Malaysia marked a significant moment for the domestic healthcare provider industry, allowing it to survive a critical juncture.
Subsequent growth of the industry hjs been characterised by the synergies obtained from a regional integration of capital (in hospital ownership), and an expansion of the medical tourism market. With increasing globalisation of the healthcare industry, that is, the spread of healthcare corporations across countries, and the integration of the medical tourism market, the commodification of healthcare is intensified.
In all this, I will illustrate the pivotal role of the Malaysian state which has not only provided the policy environment conducive for corporate healthcare growth, but is also playing a major role in marketing Malaysian healthcare to the global medical tourism market. The process of transforming Malaysian healthcare into a global commodity is well underway, as the state institutionalises measures for standardization, quality control, as well as sales promotion, advertising and marketing.
COMMODIFICATION OF HEALTHCARE
In his classic work, The Social Transformation of American Medicine, Starr (1982: 22) locates the commodification of healthcare as occuring when the market became the dominant institution for the care of the sick, characterising this process as involving increased specialization of labour, greater emotional distance between the sick and their carers, and men increasingly taking on the dominant positions in the management of health and illness.
Starr argues that the medical profession, in its rise to sovereignty, was able to establish its authority and control over the market by standardizing its product, and this was accomplished by standardizing the training and licencing of the producers, that is, the doctors.
More specifically, Caplan (1989) points out that healthcare became transformed into a commodity in the United States in the 1890-1920 period, before which, healthcare was largely family and home-based, even when the use of remedies prepared in the home eventually gave way to patent medicines purchased on the market. According to this work, the commodification process was characterised by three aspects: first, the eventual demise of domestic healthcare and the increase in public purchasing of medical services, second, a marked decline in the demand for patent medicines and a rise in the sale of prescription drugs;
and third, an ideological shift in public discourse favouring professionalised medical care rather than self-care, which helped to legitimize the commodification process. Schaniel and Neale (1999) , in attempting to clarify the concept of commodification, take as the point of departure their interpretation of Marx's idea of commodities as things that are "produced, … in factory-like circumstances, … for sale, … on a commercial market."
According to these criteria, medical care service does not qualify as a commodity, and even though it may be treated as a commodity, it does not portray the characteristic behaviour of other commodities in a free market. Nevertheless, in examining a few case studies, the authors concede that when things are treated as though they are commodities, processes of commodification may occur even though these processes may not lead to full commodification, but instead result in different degrees of commodification. The authors propose that using the terms 'quasi-commodities' and 'quasi-commodification' in these instances will achieve greater clarity and less confusion.
Other writings have employed the term 'commodification' generally to refer to the increasing use of the market to organise the provisioning of healthcare services in society, while emphasizing various aspects of the definition of 'commodity'. For example, in an introduction to a series of articles examining healthcare from an ethical viewpoint, the idea of a commodity as a "… good inserted into the stream of commerce" is elucidated in terms of its price, its fungibility, and its instrumental (not intrinsic) value (Kaveny, 1999) . While arguing that healthcare does not fit the features of a commodity although healthcare is being commodified, this writer addresses the disjuncture by resorting to Margaret Radin's concept of 'incomplete commodification' to refer to the way in which we understand and describe the value of healthcare in both market and non-market terms (Radin, 1996 , as cited in Kaveny, 1999) .
The commodification of healthcare is inextricably linked to the expansion of markets in healthcare, and to the rise of neo-liberal economics, which emphasizes the desirability of consumer choice as one reason for the promotion of markets. As healthcare is commodified, patients are recast as consumers (Pellegrino, 1999: 252; Keaney, 1999) . This follows from the logic that commodities are produced for consumption. Meanwhile, the changeover from patient to consumer is supported by the increasing availability of information on clinical conditions on the one hand, and by more standards being imposed on professionals (for example, clinical practice guidelines, best practice guidelines) on the other. Among the consequences of healthcare commodification therefore is the change in the nature of the relationship between patient and doctor. As consumers and providers respectively, the relationship will be primarily regulated by the rules of the market, in which profit-making is legitimately foregrounded.
While recognizing that the process of commodification of healthcare may have begun much earlier in history, I will use the term 'commodification' in this paper to refer to the contemporary phenomenon in which the market is increasingly encroaching into the healthcare system. This is juxtaposed against a previous historical period when healthcare was thought of as a human right and an entitlement of citizenship. In many countries in the 1960s and 1970s, despite the fact that healthcare as a general human right was not recognised in national legislation, , the basic right to healthcare was widely acknowledged, even in the United States (Starr, 1982: 388-9) , and for all intents and purposes, incorporated into national policies.
'Commodification of healthcare' in this paper therefore refers to the way in which healthcare is treated as a commodity, and the process by which it is rendered more and more similar to a commodity that is amenable to being traded on the market. Following from the works cited earlier, this usage does not rest on any assumption that healthcare is a commodity or can be a commodity in the pure sense of the word. Nonetheless, the process of commodification of healthcare involves moving toward 'product standardization', market expansion, and marketing healthcare to consumers.
CORPORATIZATION IN THE MALAYSIAN HEALTHCARE SYSTEM
The healthcare system in Malaysia is a mixed public-private one. In terms of the number of doctors, the ratio is fairly balanced. In 2002, for example, 54 per cent of the doctors were in the public sector, and 46 per cent private (MOH 2002a) . Most of the private sector doctors, however, are general practitioners, who provide much of the primary care in the urban areas.
A market in healthcare has long existed inasmuch as private practitioners have been operating since colonial times up till now.
Nevertheless, the healthcare system as a whole was dominated by a public service ethos at the time the country gained Independence from the British (in 1957) and thereafter. The rural health system was rapidly built up in the 1960s and 1970s, and is now constituted by an extensive network of clinics, which form the first point of contact in a referral system that goes through the district hospitals, and end at the various state and tertiary hospitals. Up until the 1970s, and even until the early 1980s, the healthcare system was practically a national health service, insofar as the vast majority of the population was rural and had to depend on the public health services, which were financed primarily from taxation with only nominal charges at the point of use. companies also cut benefits, or placed restrictions on healthcare spending per person and choice of providers. In general, purchasing power decreased, and there were households which allowed private medical insurance to lapse. A study that was conducted in the immediate aftermath of the crisis highlighted the way in which the public healthcare system functioned as a social safety net during that time (UNFPA, 1998).
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Following from the rapid devaluation of the Thai baht in July 1997, the Malaysian ringgit also dropped rapidly. 9 This not only affected purchasing power for healthcare and employer health benefits, thereby causing utilization rates in private hospitals to drop, but also caused the prices of imported pharmaceuticals, medical supplies, and medical equipment to soar. 10 In the prevailing economic climate then, private hospitals could not increase prices, and therefore, their operating margins and profits were badly affected. 12 The information on the steps taken by the government on medical tourism has been drawn largely from an official report (MOH 2002b:104-113) .
Corporate Strategies
Currently, hotels and tourist agencies are linking up with medical centres to offer holiday packages that combine hotel accommodation together with health screening and medical given a tour of one of the leading private hospitals, where they are shown, among other things, the laboratories and state-of-the-art equipment.
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The MMSH aside, it is possible that the stream of elderly seeking healthcare abroad will grow in the future. 25 The MOH, for example, includes, as one of the ways in which the country can leverage itself, the provision of healthcare specifically aimed at the elderly and retirees from overseas (MOH 2003:44-57) . Although the current linkage between the medical tourism industry and the overseas retirement programme does not appear strong, it is obvious that each could potentially gain from the other.
Whether or not elderly healthcare could become a lucrative medical tourism branch industry in the future will of course depend on many institutional factors in source countries, such as the adequacy of social security and health insurance, the portability of health insurance, as resulting in an over-capacity of 300 percent, which was a more serious problem than that faced by Malaysia (Rabobank International 1999) . 26 When the financial sector crashed, the contractions were therefore more painful. Many of the private hospitals were servicing loans that were denominated in foreign currency, and therefore incurred large losses, requiring debt-restructuring in order to survive.
Bumrumgrad Hospital, the largest private hospital in Thailand, for example, was one hospital 
REGIONAL INTEGRATION AND EXPANSION
For many healthcare corporations in Malaysia, the 1997 financial crisis was a critical juncture, which they may not have survived had they not been able to get medical tourist-patients from outside their own countries. As the crisis hit, the domestic markets contracted sharply, profit margins plunged, balance sheets went into the red, and the corporations desperately sought out new markets in foreign countries.
In fact, the case may even be made that if not for the successful development of medical tourism at that critical juncture, the healthcare corporations would have been in jeopardy, and definitely would not have expanded to the extent that they subsequently did. This is reflected in the way that their expansion since then has been linked to a regional integration, as well as an intense focus on medical tourism, which makes up an increasing proportion of their businesses.
The regional integration has primarily been conducted across Malaysia, Thailand and Singapore, although India, Philippines, the Middle East, and several other countries are also As healthcare companies integrate across national borders, they create an international market for healthcare services. Even if medical tourism was a lifeline for these healthcare corporations in the first place, the synergy created by corporations expanding and integrating across national borders in turn encourages the further expansion of the medical tourism market. One of the important reasons for healthcare corporations to acquire facilities in different countries is so that they can use these facilities to refer and cross-refer patients: a hospital in Indonesia or Vietnam may refer patients to another hospital in Singapore, where both hospitals are owned by the same corporate entity.
At the basic level, however, the expansion of medical tourism hinges on the cultivation of healthcare customers; turning patients or potential patients into consumers of healthcare, who willingly travel abroad for their consumption. For this to happen, healthcare services has to be commodified so as to facilitate the process of consumption; so that it becomes easy and feasible to consume healthcare services even if one has to cross national borders in order to do so.
FEATURES OF COMMODIFICATION
The process of commodification of healthcare is reflected in three features that are increasingly seen in the healthcare sector in Malaysia. First, is the use of and emphasis on 'marketing' as an important activity by which to procure patients-customers. Before this, advertising was not only strictly regulated but also frowned upon among the medical profession, because medicine was considered first and foremost a profession rather than a service commodity, and it was considered more important to maintain fraternal relations and solidarity within the profession rather than foster competition. But now, the regulations have been liberalised, and advertising can be freely carried out. The medical establishments have launched aggressive marketing strategies to sell their products abroad, with the active support of the government agencies. In legitimising the 'marketing' of medical services, there is an implicit acceptance that healthcare is a commodity that has to be sold in a competitive environment.
The second feature is the increasing emphasis on quality, and in order to achieve it, the use of benchmarking and standardization in accordance with internationally recognised markers. To become a global commodity that is able to withstand competition, not only does Malaysian healthcare need to reach a certain level of quality, but it has to be seen to have achieved this standard. The easiest way in which this can be done is to be benchmarked to established and well-known healthcare providers in developed countries. Nevertheless, the government also provides an accreditation process through which healthcare providers can be assessed and labelled. The quest for quality through internationally-recognised standards, clinical guidelines, and best practices, is closely linked to the process of standardization which makes the product for sale more uniform and more universally 'understood'. The process of accreditation and standardization is meant to inspire trust and confidence among consumers all over the world, no matter from which country or region.
The third feature in the process of commodification is the creation of customers and consumers. One essential feature of a healthcare market is the emphasis on consumer choice, which is often used in neoliberal arguments on the desirability of expanding private-sector medicine. In the medical tourism marketplace, healthcare users are presented with a plethora of options -listings of clinics and hospitals, with information on the technology and treatment offered, and the specialists who are in attendance. These are provided through websites, printed materials, and marketing agents.
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Where before and now, in the Malaysian healthcare system, the general practice is for a patient at the first point of contact to consult a medical officer or general practitioner, who then makes a referral to a specialist if necessary, this step is either dispensed with, or it is assumed that the medical tourist already has a diagnosis. Thus, for example, in a marketing guide, the customer is given a list of 'common medical conditions or diseases' each with corresponding suggestions on which type of specialists to see. 36 In the doctor-patient relationship, the doctor often makes the decisions for the patient, but in the customer-provider relationship, the customer has greater freedom of choice. The specialities may be marketed separately, and it is technically easy for customers to change doctors if dissatisfied. Further resembling a sales strategy of commodities, medical services are 'packaged', for example, 35 See for example Penang, Malaysia (undated) , Melaka, Malaysia (2003) . 36 Penang, Malaysia, undated. with a specific price for six visits for lower back pain, or health screening packages such as the executive health screening package.
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STATE INVOLVEMENT AND IMPLICATIONS
From the very beginning, the Malaysian state has been intimately and directly involved in promoting medical tourism. It does this in three major ways. First, tax incentives are given to support the growth of healthcare corporations. Second, it creates the institutional infrastructure for upholding standards and quality -the accreditation system, standardization guidelines, fee packaging guidelines, etc. And third, the Malaysian state directly leads in the marketing of medical tourism overseas through trade missions and other promotional activities.
The state's involvement in medical tourism is problematic when considered in relation to its historical role in ensuring the welfare and security of its citizens. Medical tourism is intertwined with the increasing commodification of healthcare, which has detrimental implications for the notion that access to healthcare is a human right, or that citizens have an entitlement to healthcare. Treating patients as customers of course undermines the principle of free access at the point of utilisation. The market is not concerned with inequalities in the distribution of services and treatment, nor even with the denial of care to those who cannot pay or do not have access to health insurance. To put it crudely, consumer choice only exists for the consumers, those who are included within the system (Pellegrino, 1999; Keaney, 1999) .
Nevertheless, the Malaysian state has historically been welfare-oriented in its healthcare policies. Insofar as healthcare provision has been entrenched as one of the functions that legitimizes the state, and healthcare access is seen as one of the entitlements of citizenship, there is a tension between the historical role of the state and its involvement in private healthcare, and in particular, its aggressive promotion and support of medical tourism.
37 Stoeckle (2000) suggests that the way in which healthcare is sold -as packaged medical services, surgical services, over-the-counter drugs, diagnostic and treatment technologies -illustrates its characteristic as a service commodity.
This tension is reflected in the need for an official rationalization that argues the positive effects of medical tourism for the local population. Thus for example a Ministry of Health report states:
Trade in health services offers countries the opportunities to improve their health systems through the generation of additional income from foreign clients and patients. This can be utilised to improve the infrastructure and to upgrade medical knowledge and technological capacities. There is therefore great potential to improve the national health services for the benefit of the local population. (MOH 2003:51) Nevertheless, the same document acknowledges 'potential negative impacts':
[G]ains may largely benefit those who are already better off. The poor may only be able to benefit through better access to healthcare if resources were reallocated within the public sector. This may happen if there is greater use of the private sector by those able to pay. Skilled health professionals leaving the public for the private sector would result in loss of expertise … (MOH 2003:51) Indeed, the loss of doctors from the public sector has been significant, as medical officers and specialists leave for the private hospitals that are increasingly more lucrative due to a growing international market. So far, this has been offset by the recruitment of foreign doctors, as well as by the doctors who have to undergo their first three years of compulsory government service.
Whether or not intended or desired, medical tourism and the commodification of Malaysian healthcare is leading to a growing gap between a corporate sector catering to a paying (including foreign) clientele, and a public sector for the others. Official sources implicitly acknowledge an awareness of this problem. 38 It has been suggested, for instance, that the public sector health services need to be restructured into a government-owned non-profit 38 There is thinking within the MOH, for example, to have '… differently priced packages offered to locals and foreign patients, in order to make it affordable to the local citizens' (MOH 2002b: 104-113) .
entity operating within the private sector in order to avoid the creation of a two-tier system (MOH 2003:44-57) . Malaysian healthcare is poised for structural change -a national health security fund and corporatization of government hospitals are on the agenda -but the process of commodification is not likely to be curbed in the foreseeable future. 
